Provision of interpreter services for non-Englishspeaking patients is a federal requirement. We surveyed clinicians to describe their experience using interpreters.
C
ommunication and language are fundamental components of medical care. Yet, for more than 46 million Americans, English is not their first language. At least 21 million of those people speak English poorly or not at all and this language divide makes their interaction with the health care system more challenging. 1 Other research studies have shown that language barriers contribute to disparities in health care access and quality of care measures. [2] [3] [4] [5] [6] [7] [8] Additionally, there is a growing body of literature showing that use of professional interpreters may decrease these disparities. [9] [10] [11] [12] Recognizing the importance of clear communication in health care, federal law (under Title VI) requires all health care organizations receiving federal funds to provide appropriate interpretation services by bilingual staff or professional interpreters free of charge for patients with limited English proficiency. 13 However, the Office of Civil Rights published guidance on interpretation of this law allows for limited English proficiency patients to choose to use family or friends as their interpreters.
14 Physicians rely on the use of interpreters to help them and their limited English proficiency (LEP) patients navigate through the medical visit. Recommendations about the most effective ways to make use of interpreters in medical care include using only professional interpreters, scheduling extra time for visits, using word-for-word translation, utilizing the interpreter as a cultural broker, and addressing the patient directly, not the interpreter. [15] [16] [17] [18] There are few studies
that have addressed what clinicians are actually doing in practice when they see a LEP patient. In depth understanding of clinician practice will help further identify ways to decrease health disparities for these patients. The goal of this study was to describe how primary care clinicians in an academic practice actually utilize interpreters, as well as whether there are times when they do not use an interpreter, but wish they had. We were interested in whether any previous training in use of interpreters, the type of interpreter used, fluency in another language, or exposure to cultures other than the dominant US English language culture were associated with the clinician's satisfaction of the interpreter-mediated visit. Additionally, we also addressed whether any of these factors predicted whether or not the clinician used a professional interpreter.
METHODS

Setting
The five General Medical Practices affiliated with the University of California San Francisco (UCSF) and located at three geographic sites were included. Together these practices account for approximately 100,000 medical visits per year and include a public hospital-based clinic. At the time of the survey, fifty attending physicians, 136 residents, and 8 nurse practitioners staffed the practices and these clinicians provided longitudinal primary care to an ethnically diverse population of adult patients. There were limited English proficiency (LEP) patients at all sites, including a large proportion of immigrants from Latin America, Asia, and Russia. Patient differences among clinical sites were determined primarily by type of insurance coverage and approximately 40% of patients seen in the public hospital clinic had no insurance coverage. The type of LEP patients also varied somewhat by site with more Russian speaking patients at three of the sites. Distribution of Spanish-and Chinese-speaking patients were similar by clinical sites. Professional interpreters were available at all sites including salaried, trained interpreters in Spanish, Chinese, and Russian. Contract interpreters were used for less frequent languages, but their training was unknown. We estimated that approximately 20 % to 30% of visits required an interpreter (personal communication from a conversation with Helen Chen, MD, Director General Medicine Clinic, San Francisco General Hospital), but professional interpreters were requested on only 10 % to 15% of visits (personal communication in writing with Tatyana Latushkin, Director Interpreter Services, UCSF).
Questionnaire
We designed a 28-item survey instrument based on a review of the medical literature regarding the use of medical interpreters, information about the patient populations at the study sites, and our own experience using interpreters in clinical settings (available online at www.jgim.org). Our questionnaire was piloted on 5 practicing academic internists who saw their patients in acute care settings rather than in primary care. It was then revised for improved readability, comprehension, and acceptable length. The demographic items included age, gender, race/ethnicity, language spoken at home as a child, language spoken other than English and fluency of that language, type of clinician (attending or resident physician, nurse practitioner), half-days per week in continuity practice, and prior training received regarding working with interpreters.
We asked about frequency of interpreter use in the respondent's prior 2 weeks in practice. Clinicians were then asked to recall the last encounter in which an interpreter was used in their practice. Most of the items focused on recall of that visit. Using the last recalled interpretermediated encounter, items on the type of interpreter used (professional, relative, friend, or staff ), language spoken, type of appointment (new or follow up), time allotted in the schedule for the appointment, and perceived sufficiency of allotted time were asked. Clinicians were asked to assess whether their goals for the visit were accomplished and their perception of whether the patient's goals were accomplished. They were asked to identify (yes/no) if any of 12 possible topics were covered during the visit (e.g., symptoms, lab results, self-management of disease, and family issues).
The clinicians' satisfaction with provision of 8 particular tasks was asked (e.g., diagnose or treat a disease, relieve symptoms, make a personal connection, and empower patient with knowledge). Respondents were also asked about their satisfaction with the medical care provided in general. Participants were asked to identify whether any of 10 possible problems ( yes/no) hindered their ability to provide quality medical care (e.g., trouble eliciting patient treatment preferences, interpreter talking too much or too little, lack of knowledge of a patient's model of disease, and unable to establish trust or rapport). In addition, we asked about the frequency in the prior month that the clinician wished that she/he had used an interpreter and reasons for not using an interpreter at those times. We also asked the respondent to rate his/her own ability at using interpreters from 0 (always a big challenge) to 100 (no challenge at all), and to state his/her willingness to receive additional training in the use of interpreters and state what training format would be most useful. The questionnaire is available from the authors.
Data Analysis
Data were analyzed using the SAS statistical package, version 8.2. (SAS, instant/Snc., Carg, NC). 19 Descriptive statistics including frequencies, distributions, means, and medians were evaluated. Bivariate analysis utilizing χ 2 -test, Fisher's exact test, Student's t tests, and nonparametric methods were used to evaluate the association of each demographic factor with each of the items asked about the interpreter-mediated encounter. We constructed a multivariate logistic regression model and included predictors of primary interest, as well as other predictors if they were significant on bivariate analysis at the P = .05 level. The model assessed whether previous training on interpreter use (some or none), ability to speak a language other than English, or exposure to another culture (as measured by speaking a language other than English at home as a child) were associated with the use of a professional interpreter rather than an ad-hoc interpreter, and with the clinician's satisfaction with the medical care provided (very satisfied/ satisfied vs other). Gender, being a faculty or resident physician, clinical site, number of half-days in practice, and clinician ethnicity were also included in the model.
RESULTS
Response Rate and Demographics
Questionnaires were mailed to 186 physicians (50 faculty physicians and 136 residents) and 8 nurse practitioners. Five of the physicians were family practitioners and the remainder were general internists. All of the respondents had continuity care practices at one of the study sites. Completed questionnaires were received from 158 of 194 (81% response rate) potential participants after two mailings. Forty-five of the respondents were attending physicians (90% response), 105 were resident or fellow physicians (77%), and all 8 nurse practitioners completed the questionnaire.
The respondent demographics are detailed in Table 1 . Notably, 64% of the respondents were white and 53% were women. Sixty percent of the respondents reported some kind of prior training on the use of interpreters; however, 44% (40/91) of these had attended only one lecture. The mean age of the respondents was 34 years (standard deviation [SD] = ± 7.3 years) and the range was 21 to 59 years. The median number of half-days in practice was 1, ranging from 1 to 8.
Of the respondents, 121 (78%) spoke and understood a language other than English. Thirty-six of these clinicians (30%) spoke more than one other language, including 5 people who spoke 3 or more languages. Of all respondents who could speak another language, 42 reported fluency, 63 reported that they were able to interview a patient, and 52 reported that they could only converse casually in a particular language other than English. Fourteen (9%) of the respondents reported speaking a language other than English at home as a child. Of these, 12 spoke Spanish, 8 spoke Chinese, 2 spoke Vietnamese, and 17 spoke 15 other languages.
Interpreter-Mediated Encounter
The median number of times in the prior 2 weeks that respondents used an interpreter was 2, ranging from 0 (16%) to 20. Of the most recent recalled encounter utilizing an interpreter, the majority utilized professional interpreters. Twenty different patient languages required the use of an interpreter. Most of the appointments were follow-up visits. Half of the appointments were 30 minutes long. Nearly half of the clinicians felt that the time allotted in the schedule was insufficient. On average, those who felt that the time allotted was not sufficient preferred to have 21 more minutes per visit ( Table 2) . The majority of clinicians perceived that both they and the patient had accomplished their goals during the encounter. Seventy-eight percent (123/157) of respondents were either satisfied or very satisfied with the medical care they provided (Table 3) . Specifically, they were frequently satisfied with their ability to perform concrete medical tasks such as diagnose or treat a disease, and relieve symptoms. Yet, when it came to communication oriented tasks such as empowering the patient with knowledge of his/her diagnosis, treatment, therapy, or need for lifestyle modification, respondents were much less satisfied (Fig. 1) . Although 71% of respondents felt that they had made a personal connection during the encounter, only 33% felt that they had learned about another culture. Although respondents generally felt satisfied that they were performing the specific medical tasks of diagnosis, treatment, and symptom relief, 108/155 (70%) reported having had trouble eliciting exact symptoms, 67/154 (44%) reported having had trouble explaining the treatment, and 78/154 (51%) reported having had trouble eliciting treatment preferences (Fig. 2) .
Non-Use of Interpreters
One hundred and three/156 (66%) clinicians reported that about twice (mean 2.3, median 2, range 1 to 20) in the prior month they had not used an interpreter, but . Clinician satisfaction with ability to perform specific tasks.
wished they had. Of these clinicians, 81/103 (79%) reported that it was because the interpreter was unavailable owing to time constraints and 34/99 (34%) reported that an interpreter was unavailable for that patient's language. However, 26/96 (27%) of clinicians reported that they had not thought to schedule an interpreter, and 17/98 (17%) reported that they were sufficiently fluent in the patient's language. Ten out of 97 (10%) reported that the patient declined to work with an interpreter, and 14/ 96 (15%) reported that they preferred direct communication with the patient to working through an interpreter.
Self-Assessment and Additional Training
When asked to self-categorize on a continuum describing their ability to use interpreters in the ambulatory setting, clinicians placed themselves as only moderately challenged. The scale was from 0, "always a big challenge," to 100, "no challenge at all." The mean self-score was 57, and the median was 60. The range was from 10 to 100. However, 132/157 (84%) of the respondents were willing to have additional training in the use of interpreters.
Type of Interpreter Utilized, Effect of Prior Training, and Language Ability
Clinicians whose encounters used professional interpreters were more likely to be very satisfied or satisfied with the medical care they provided than those whose encounters used ad-hoc interpreters, although this difference was not statistically significant (81% vs 67%, P = .06). There was no difference in their satisfaction with goal accomplishment, satisfaction with their ability to perform specific tasks, or reporting of problems hindering their ability to provide quality medical care.
Having prior training in the use of interpreters did not affect the number of times clinicians used interpreters in the previous 2 weeks, but these clinicians were more likely to use professional interpreters (78% vs 53%; P = .002). There was no difference in satisfaction with goal accomplishment between clinicians with prior training and those without prior training (91% vs 90%; P = .82). Clinicians who spoke languages other than English as a child at home were less likely to feel that the patient accomplished his/her goals (65% vs 86%; P = .01). Clinicians who spoke and understood a language other than English more frequently felt satisfied with their ability to treat a disease (88% vs 74%; P = .03). Clinicians who spoke and understood another language were more likely to not use an interpreter owing to preferring more direct communication with the patient (19% vs 0%; P = .02).
Faculty Physicians Compared with Residents
Faculty physicians and residents did not differ in their responses on most items. Type of interpreter used, language spoken, type of appointment, satisfaction with medical care provided, satisfaction with ability to perform the specific tasks, number of times they wished they had used an interpreter, and self-assessment of ability to use interpreters in the ambulatory setting were similar by training level. However, faculty physicians were more likely than residents to FIGURE 2. Problems hindering clinician's ability to provide quality care during encounter.
have undergone some kind of prior training in the use of interpreters (76% vs 52%, P = .007). Faculty physicians reported more frequent use of interpreters in the prior 2 weeks (mean = 4.0 vs 2.5, P = .04) and less time allotted for the visit (15-minute visits vs 30-minute visits, P < .0001). Faculty physicians were less likely to feel that the time allotted was sufficient (33% vs 63%, P = .001). Although both groups were equally likely to feel that the patient had accomplished his/her goals during the visit, faculty physicians were less likely to feel they had accomplished their own goals during the visit (73% vs 98%, P < .0001). Faculty were less likely than residents to feel that the interpreter talked too much (9% vs 33%, P = .002), and less likely to not use an interpreter because they were sufficiently fluent in the patient's language (4% vs 23%, P = .03). Lastly, despite being similar in the majority of their responses, faculty were less likely to be willing to have additional training (71% vs 89%, P = .007).
Multivariate Analysis
The multivariate model was used to determine the association of previous training on interpreter use, ability to speak a language other than English, and having spoken a language other than English at home as a child with the use of professional interpreters and with satisfaction with the medical care provided (Table 4) . Previous training in the use of interpreters was associated with use of a professional interpreter in the most recent recalled encounter. This effect remained after adjusting for potential demographic confounders and other responses to the questionnaire. None of the other predictors in the model was significantly associated with use of a professional interpreter; however, there was a trend toward significant association with the ability to speak a language other than English. Previous training in the use of interpreters was also associated with the clinician being very satisfied or satisfied with the medical care provided. This effect remained after adjusting for potential demographic confounders. None of the other predictors in the model was significantly associated with increased satisfaction.
Although use of a professional interpreter was weakly associated with increased satisfaction on bivariate analysis, it was not included in the model. This is because tests of association between previous training in the use of interpreters and type of interpreter used showed these two predictors to be highly associated, and in unadjusted logistic regression previous training in the use of interpreters was more significantly predictive of satisfaction than was type of interpreter. A test for interaction between previous training in the use of interpreters and the type of interpreter used was not significant (data not shown).
DISCUSSION
This study was designed to describe clinicians' use of interpreters in an ambulatory, primary care setting at an academic medical center. We focused on clinician's reports of their experience in the room with LEP patients and interpreters. Although others have examined patient and physician satisfaction with particular types of interpreters, [20] [21] [22] this is the first study we know of to examine physicians' perceived satisfaction with the medical care they provide to their limited English-proficient patients via the use of interpreters. We were interested in their satisfaction with the time available, perceived ability to perform concrete tasks, and their perceived ability to communicate effectively regarding their LEP patients' health. We found that despite feeling satisfied in general with the interpretermediated encounters, many clinicians preferred to have more time, and most had trouble eliciting symptoms and treatment preferences as well as difficulty explaining treatment. In addition, most reported being dissatisfied with their ability to empower their LEP patients with knowledge about their diseases and about important risk factor modification. Previous training in the use of interpreters was positively predictive both of clinicians using professional interpreters, and of increased satisfaction with the medical care provided.
In the busy academic practice sites where the survey was conducted, interpreters were needed both frequently and for many different languages. This emphasizes the importance for physicians to focus on learning general skills to use in cross-cultural encounters, rather than only culture or language-specific facts. 23 Although many of the clinicians themselves spoke languages other than English, suggesting at least some experience with cultures other than the dominant English-speaking one, it would be impossible for any one clinician to have in-depth knowledge of all 20 of the languages and cultures encountered in our study. We found that clinicians reported that 67% of encounters utilized on-site professional interpretation service, which is the method of interpretation recommended by most experts. [15] [16] [17] [18] 24 This may overestimate the actual proportion using interpreter services; by comparison, in a study surveying 495 primary care physicians in the Greater Bay Area of Northern California, only 6% of encounters with non-English-speaking patients utilized professional interpretation services as opposed to clinic staff and families. 25 However, 60% of the clinicians in our study reported not using an interpreter in prior encounters with LEP patients either because a professional interpreter was unavailable in the patient's language or unavailable owing to time constraints, or because they had not known they would need an interpreter ahead of time. In addition, many clinicians wrote in comments complaining that they did not have enough time during the visit with the interpreter, or that the quality of interpreters varied tremendously from language to language and from individual to individual. Some of these concerns may be addressed in the future if new methods of professional interpretation, remote simultaneous medical interpretation (RSMI) and video medical interpretation (VMI), fulfill their promise and become widely available. Remote simultaneous medical interpretation promises to allow simultaneous interpretation via headsets as performed at the United Nations. The interpreters can be stationed at a remote location, possibly allowing for distant access to interpretation in many languages. 26 It remains a question whether these interpreters can act as cultural-brokers, helping clinicians understand culturally informed disease and treatment models, as many on-site professional interpreters and family members now do. [27] [28] [29] Video medical interpretation utilizes video conferencing technology to allow interpretation to take place in real-time from a remote location, while at the same time maintaining three-way nonverbal communication among the patient, interpreter, and clinician. It also allows access to interpreters in languages that would otherwise be unavailable. 30 Although a large majority of clinicians felt satisfied with the medical care they provided, there was a high degree of dissatisfaction with certain tasks. Specifically, most clinicians were dissatisfied with their ability to empower the patients with either knowledge of their diagnosis and treatment, or of their need for lifestyle modification. Among the medically underserved, empowering the patient to partner with the physician is one of the keys to actively maintaining and improving health. 31 While most clinicians felt satisfied with their ability to diagnose and treat a disease as well as with their ability to relieve symptoms, more than half of them also reported communication problems which hindered their ability to provide quality medical care. These included problems eliciting exact symptoms, eliciting treatment preferences, and explaining treatment. It is difficult to understand how clinicians can diagnose, treat, and relieve symptom complexes when they are unable to communicate adequately regarding symptoms and treatment. We can only hypothesize that either our participants wanted so much to deliver quality medical care that despite their difficulties with communication they felt that they had done so, or their standards and expectations for these encounters was lower than might be true in language-concordant encounters. It is notable that even though a third person was present to interpret, and there were clearly multiple challenges involved, almost two-thirds of our respondents felt that they were able to make a personal connection with the patient during these encounters.
There are several limitations to our study. First, our questionnaire only addressed the clinician's perspective. It would be interesting to compare this perspective with those of the patient and the interpreter. Second, we did not compare encounters using interpreters to language concordant encounters, either in English or in another language. Baker et al. have shown that the use of interpreters and language concordance improve patients' perceived understanding of their disease in the emergency department; however, the authors did not distinguish between the interpretermediated and language-concordant encounters. 32, 33 In another study in this primary-care setting, Spanish language concordance between patient and physician was associated with less pain, better scores on health-related quality of life measures, and better psychological status. 8 Nor did we address partial language concordance, for example, when a clinician speaks some Spanish but uses a Spanishspeaking interpreter with a monolingual Spanish-speaking patient, or chooses not to use an interpreter at all. A third limitation may be recall bias since our results depend upon the participant's ability to accurately recall their experience. We attempted to lessen this problem by asking participants to answer most of the questions with regard to their most recent recalled encounter using an interpreter. This makes it more likely that the participants responded to the questionnaire with good recall because their answers were in the context of an encounter which they reported remembering. In addition, 84% of our participants reported having used an interpreter in the prior 2 weeks, making it more likely that they had a recent encounter from which to draw their responses. Finally, our questionnaire responses were not compared with direct observation of what the clinicians actually do in practice. The generalizability of our findings may be limited to academic settings and may not apply to clinicians in full-time practice. Understanding the clinician's experience is only the first step toward insight into the successes and challenges of these complex encounters. The acutely hospitalized patient may provide a setting that maximizes challenges of interpreter-mediated communication. In addition to the patient and interpreter perspectives, comparison with language concordant and partially concordant encounters, there remains the issue of the optimal type of interpretation. Some Spanish-speaking patients may actually prefer using family members and friends as interpreters in order to receive help maneuvering through the medical system after the physician visit, despite the fact that they report more satisfaction with professional interpreters. 34 Ethnicity has been associated with different preferences for care at the end-of-life, 35 and thus the need for an interpreter is likely to affect communication of these preferences. One study found that clinical outcomes in diabetic patients, such as obtaining glycohemoglobin, dietary consults, and routine eye exams, do not differ for limited-English proficiency patients as compared with English-proficient patients. 36 On the other hand, trained-interpretermediated visits were characterized by less patient-centered care in monolingual Spanish-speaking Latinos. 37 Errors in interpretation were frequent and often of potentially serious clinical consequence in a study of outpatient pediatric encounters, although the gravity of the errors was less when a professional interpreter was used. 38 The accuracy of what is translated, and the future of the VMI (which allows for cultural brokerage) and RSMI (which does not allow for cultural brokerage) methodology, all need further study. Ultimately, how to improve interpreter-mediated interactions in a manner that will subsequently improve outcomes such as accuracy of diagnosis, breadth and depth of covered topics, increased comprehension of tests and medications, decreased symptom complexes, control of chronic illness, and frequency of emergency department visits and hospitalizations remains a question.
In conclusion, there are many limited-English proficiency patients presenting to academic primary care settings. These encounters require interpreters in a myriad of different languages. This indicates a need for clinicians to learn general skills to use in cross-cultural/cross-language encounters, rather than simply culture or languagespecific facts. Clinicians report communication difficulties affecting their ability to understand symptoms and treat disease, as well as their ability to empower patients regarding their healthcare. However, despite the great challenges of these encounters, clinicians do feel that they are able to make personal connections with their LEP patients, and they are satisfied with the medical care they provide. Although some clinicians have received training in working with interpreters, many have had little or none. Previous training in the use of interpreters increases both the use of professional interpreters and clinician satisfaction with the medical care they provide.
